Interrupted aortic arch with an aortopulmonary window is a rare congenital entity that is associated with high morbidity and mortality, especially in premature low-birth-weight infants, and the proper timing of surgical correction remains a matter of debate. We present the case of a premature infant weighing 1.6 kg who successfully underwent one stage surgical repair to treat interrupted aortic arch with an aortopulmonary window. The therapeutic management of this patient is described below, and a review of the literature is presented.
A premature female neonate, delivered at 33 weeks and weighing 1.79 kg, who was a part of a twin gestation, was admitted to our paediatric cardiac intensive care unit (ICU) on her twelfth day of life with symptoms of cardiac failure. On clinical examination, the patient's weight was 1.6 kg, the blood pressure in all four limbs was equal (75/25 mmHg), and the patient had a sinus rhythm with a heart rate of 160 beats per minute. A 4/6 systolic murmur was noted at the left sternal border. The patient was in tachypnea, with an oxygen saturation of 91% on room air, and the following results were found when arterial blood gas analysis was performed: pO2=55 mmHg, pCO2=38 mmHg, and pH=7.37. Echocardiography and cardiac magnetic resonance imaging were used to diagnose the presence of a large aortopulmonary window (APW), an interrupted aortic arch (IAA, B type) with an aberrant right subclavian artery, a patent foramen ovale (PFO), a patent ductus arteriosus (PDA), and a bicuspid aortic valve (Fig. 1A, B) . The patient was initially treated with 0.025 μg/kg/min of prostaglandin E1, 5 μg/kg/min of dopamine, furosemide, and total parenteral nutrition, with the goal of attaining a weight of at least 2 kg before surgery.
Further investigation included brain and renal ultrasonography, with no pathological findings. After 10 days of treatment with total parenteral nutrition, the patient's weight remained constant. Therefore, the decision was made to perform one-stage total correction.
1) Surgical repair
A median sternotomy was performed and cannulation was carried out through a two-stage venous cannula at the right atrium and an arterial cannula through the innominate artery via a 3. 
DISCUSSION
The association of APW with IAA is rare. Only 3.5%-4.2% of patients with IAA have APW, representing 0.046% of patients with congenital heart disease [1] . Thus, the cumulative experience with this combination of lesions is limited, mainly because it has been mostly described in isolated case reports. The largest multi-centre retrospective study, carried out by Konstantinov et al. [2] , included twenty patients with APW among 472 neonates with IAA who were operated on from 1987 to 1997. In their study, the minimum weight of any neonate who underwent surgery was 2.1 kg at the time of the operation [2] . In this report, we present the case of a The preoperative diagnosis is usually made using echocardiography. Major advances in cardiovascular magnetic resonance angiography allow the precise characterization of the anatomy and topography of an interrupted aortic arch and associated anomalies, while avoiding exposure to ionizing radiation [6] . Optimal cerebral and visceral protection is crucial in these cases. In addition to the traditional method of deep hypothermic circulatory arrest (DHCA), antegrade cerebral perfusion with moderate hypothermia has been used in children undergoing aortic arch surgery [7] . Although aortic arch reconstruction accompanied by selective antegrade cerebral perfusion has a lower risk of neurological complications than DHCA, selective antegrade cerebral perfusion is associated with a higher incidence of renal complications [8] . In cases where total correction is unfeasible, staged repair may be the most preferable therapeutic choice. Bilateral pulmonary artery banding with continuous prostaglandin E1 infusion and bilateral pulmonary artery banding with stenting of the PDA in a hybrid procedure have been successfully employed in the management of low-birth-weight and unstable infants [11, 12] .
In conclusion, one-stage correction of IAA with concomitant APW in a premature, low-birth-weight neonate is a highly risky and complex operation, but it can be safely performed in exDimitrios Bobos, et al − 414 − perienced centres, given the concomitant psychosocial and economic advantages of the procedure. Early surgical treatment is a therapeutic option, even in low-weight premature neonates weighing less than 2 kg. These patients have a good prognosis and can achieve satisfactory early and late outcomes due to advances in anaesthesia, cardiopulmonary bypass, and perioperative management.
